fibrous tissue and blood vessels in variable proportions, uncommonly may take on a blue appearance if vascular elements predominate and are dilated; it may then simulate a glomus tumour. It is, however, usually pink or red, usually becoming paler with time, single and found on the lower limbs of females. It may be a reaction to minor trauma to the pare. Campbell de Morgan spots are unlikely to cause confusion, occurring typically in the middle-aged or elderly, being cherry red, non-tender and remaining less than 3 mm in size.
Histology: Three different types of tumour are described, largely corresponding to the clinical variants. The classical 'painful' solitary glomus tumour is a predominantly cellular, relatively avascular tumour termed histologically 'glomus tumour proper'. Multiple glomus tumours, however, are altogether more vascular and are termed 'glomangioma variant histology'. They may be mistaken for haemangiomas at low power ( Figure 2A )but diagnostic glomus cells can be seen at higher magnifications ( Figure 2B ). The third histological subtype, termed 'glomangiomyoma', is rare, with smooth muscle cells predominating.
Clinical behaviour: Both solitary and multiple glomus tumours are regarded as benign. There are no convincing reports of malignant behaviour in these tumours", and thus fear of malignant change does not dictate removal of all lesions and appropriate treatment is local excision for symptomatic, cosmetic or diagnostic reasons. Local recurrence after surgical removal is undoubtedly due to incomplete excision. 
Non-functioning paraganglioma in wall of abdominal aortic aneurysm: a source of diagnostic confusion
Paragangliomas are rare tumours ofneuroectodermal origin. We report what appears to be the first case of such a tumour arising in association with an aortic aneurysm -a situation which caused diagnostic confusion and precipitated an emergency operation.
Case report
A 70-year-old man presented to his general practitioner with a one-year history of back pain radiating down both legs and was found on examination to have a pulsatile abdominal mass. Real-time ultrasound appearances suggested an aneurysm with either a double lumen or a collection of blood outside the aorta (Figure 1 ). Clinically there was no evidence of leakage or dissection, but in view of the possibility of impending rupture, emergency repair was undertaken. At laparotomy an aortic aneurysm involving also the common iliac arteries was found. There was no evidence of a leak but there was a marked anterior prominence which, on incising the aneurysm which was ofinflammatory type, was found to be caused by a soft tissue mass 4.5 em in diameter lying within the aortic wall. This was fully excised and a routine repair of the aneurysm performed using a bifurcated woven Dacron graft. Recovery was uneventful and Cephalad Anterior Posterior Caudal Journal ofthe RoyalSocietyofMedicine Volume 80 October1987 649 reported in more unusual sites such as the duodenum", bladder", and cauda equina".
Malignant potential is uncertain: abnormal mitoses and vascular invasion predict a malignant nature but their absence does not preclude metastasis, especially if residual tumour remains after initial surgical operation7.
Our patient was fortunate because his tumour was discovered incidentally whilst it was still relatively small. With hindsight, the ultrasound appearance of a double lumen was due to the tumour in the anterior wall of the aneurysm where it produced an area of reduced echogenicity (Figure 1 ). The tumour exhibited nuclear pleomorphism, occasional mitoses and vascular invasion. It therefore has the potential to metastasize, but the clinical course will now presumably depend on the presence or absence of lymphatic and bloodborne micrometastases at the time of surgery. Cancer 1983; 51:1907-10 7 Lack EE, Cubilla AL, Woodruff JM, Lieberman PH.
Extra adrenal paragangliomas of the retroperitoneum. the patient was discharged on the tenth postoperative day.
Microscopic examination showed the specimen to be a paraganglioma with marked nuclear pleomorphism, few mitoses and cells proliferating within vessels in the tumour.
Discussion
Paraganglionic cells are derived from neuroectoderm (neural crest) and are part of the amine-precursor uptake and decarboxylation (APUD) system. They may take up chromium salts when found in the adrenal medulla (phaeochromocytoma) or, alternatively, they may be non-chromaffin. These non-chromaffin paraganglion cells are found in extraadrenal sites in close relation to the autonomic nervous system and the large arteries, where they function as chemoreceptors (aortic and carotid bodies) to regulate blood pH and oxygen concentration. Tumours of such cells, formerly called chemodectomas, glomus tumours and aortic body tumours, are now collectively referred to as paragangliomas.
Nodules of paraganglion cells also appear in other sites where their function is less well understood, one of the commonest being the para-aortic region between the origin of the inferior mesenteric artery and the aortic bifurcation. This is where paraganglia were first described by Zuckerkandl! in 1901,though their function was not understood until Biedl and Wiesel! demonstrated their pressor activity one year later. The organs of Zuckerkandl are assumed to be responsible for the homeostatic maintenance of blood pressure in early life and regress after the age of 18 months", Paraganglionic cells at this site are generally histologically similar to adrenal medullary tissue and stain for chromaffin, although some bear more resemblance to carotid body tissue. They may intermittently secrete excess catecholamines and produce episodic hypertension, 'ieadeche, sweating and palpitations (none of which were present in our patient), together with elevated levels of urinary catecholamines. Paragangliomas have also been (Accepted 21 July 1986) Homozygous familial hypercholesterolaemia is a rare condition, with a poor prognosis. Such a case is now reported and the problems of management discussed.
Case report
A 3·year-old Gujurati Indian girl presented with a three-month history of yellow lesions appearing on the wrists, upper arms, knees and ankles. She was otherwise very well with no previous illnesses. In the family history, her parents were first cousins. Her Casepresented to Section ofDermatology, 17 April 1986 0141-0768/87/
